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PREFACE

Thistoolkit has been prepared as aresource manud for use by Veterans Hedth Adminidration
(VHA) managers and staff in implementing the VHA Nationd Pain Management Strategy.

More specificaly, the toolkit has been designed to promote Pain as the 5™ Vitd Sign and to offer
guiddines for the completion of comprehensive pain assessments. These aretheinitid stepsin
promoting and improving pain management for veterans receiving care within the VHA system.

Thisinformation isintended for reference only and is provided for use in the development of
locd pain assessment procedures.

Copyright permission has been granted by the American Pain Society to use the phrase: "Pain:
the 5" Vital Sign" asa portion of the VA Take 5 logo as displayed on the front cover.

The Take 5 logo was gracioudy provided for the VA by Accd Hedthcare Communications,
New York.
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SECTION 1: INTRODUCTION

Veterans Health Administration (VHA)
National Pain Management Strategy

VHA hasinitiated a comprehengve nationd drategy for pain management. The overadl god of
the new VHA Nationd Pain Management Strategy is to prevent pain and suffering in persons
recelving care in the veterans hedlthcare syssem. The specific objectives of this Srategy are to:

?? Provide asystemwide VHA standard of care for pain management that will reduce
suffering from preventable pain.

Assure that pain assessment is performed in acongstent manner.

Assure that pain treatment is prompt and gppropriate.

Include patients and families as active participants in pain management.

Provide for continual monitoring and improvement in outcomes of pain trestment.

Provide for an interdisciplinary, multi-moda approach to pain management.

N3N 33 N3

Assure that clinicians practicing in the VHA hedthcare system are adequately prepared to
assess and manage pain effectively.

Why Pain as the 5" Vital Sign

The phrase “pain asthe 5" vitd sign” was initialy promoted by the American Pain Society to
elevate awvareness of pain treatment among hedlthcare professonds.

Vit Signs aretaken serioudy. |If pain were assessed with the same zed as other

vitd dgnsare, it would have a much better chance of being treated properly. We

need to train doctors and nurses to treet pain asavita sgn. Quality care means

that pain is measured and treated.
James Campbdl, MD
Presdential Address, American Pain Society
November 11, 1996

VHA recognizes the importance of making pain “visble’ in an organization. Screening,
assessng, and documenting pain routindy is an important first step in assuring that unrelieved
pain isidentified and trested promptly.

It isimportant to emphasize that Pain asthe 5 Vital Sign is a screening mechanism for
identifying unrelieved pain. Screening for pain can be administered quickly for most patients on
aroutine bass. Aswith any other vital sign, apositive pain score should trigger further
assessment of the pain, prompt intervention, and follow-up evauation of the pain and the
effectiveness of treatment.
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Overview of the Toolkit

This Pain asthe 5" Vital Sign Toolkit has been prepared as aresource toolkit for use by
hedthcare professonas. It is organized into the following sections:

Section 1: Introduction. This section presents the objectives of the VHA Nationd Pain
Management Strategy and a synopsis of the major sections of this toolkit.

Section 2: An Overview of the VHA National Pain Management Strategy. Thissection
highlights the key components of the strategy and provides recommendations for implementation
a individua VHA fadilities (or in individud hedthcare fadilitiesif it is being used by nonVHA
systems).

Section 3: Barriersto Pain Screening and Assessment. This section reviews many of the
common barriersto reliable pain screening and assessment, including barriers attributable to
hedlthcare professonds, patients, and the hedlthcare system. Appreciation of the factorsis
critical to the development of an effective program for pain management.

Section 4: The Pain Screening Process. This section includes information about the Numeric
Rating Scae (NRS) for pain screening, adescription of the toal, tipsfor using it religbly;
guiddines for frequency of screening across diverse clinica settings; and suggestions for using
the tool within the context of patient/family education on pain and pain management. This
section aso contains information on methods for documenting pain scores in the patient record.

Section 5: Conducting a Comprehensive Pain Assessment. This section emphasizestherole
of pain screening as an initid step in the comprehensive assessment of pain. The section

discusses pain as a complex, perceptua phenomenon and provides arationale for more
comprehensive assessment. Key components and commonly employed methods of pain
assessment are also described, followed by a description of common barriersto reliable pain
assessment.

Section 6: Educational and Resour ce Information. This section provides information to assst
individuals and fadilities in the successful implementation of the Pain asthe 5 Vitd Sign
initigtive.
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SECTION 2: AN OVERVIEW OF
THE VHA NATIONAL PAIN MANAGEMENT STRATEGY

Pain asthe 5 Vitd Signisjust one dement of the VHA National Pain Management Strategy. It
isthefirst step toward assuring that al persons cared for in the VHA hedthcare system can
reliably count on prompt and gppropriate treatment of pain.

The VHA Pain asthe 5" Vitd Sign initiative establishes the routine screening and assessment of
pain and the documentation of a plan for pain reduction as nationa policy throughout the VHA
hedlthcare system.

The essentid components of thisinitiative are:

7

Routine pain screening for the presence and intengity of pain for dl patients usng a0-to-
10 Numeric Rating Scale (NRS).

Documentation of present pain intengity (i.e., “pain score’) for dl patients as part of the
vita sgn record.

Completion of acomprehengve pain assessment, as clinicaly indicated, for patients
reporting asignificant leve of pain.

Documentation of the comprehensive pain assessment, the plan for improved pain
management, and a timeframe for reassessment.

Implementing the Pain as the 5" Vital Sign Mandate

Implementing Pain asthe 5 Vitd Sign will require every VHA medical fadility to do the
following:

7?

7?
7
7?

Deveop a comprehensive implementation plan for the fecility.
Plan and implement methods for pain screening and assessment.
Provide for routine documentation of pain scores and assessment.

Provide education for hedlthcare providers, e.g., physicians, nurses. Education should
include ingtruction on how to use the NRS, documentation procedures, and interpretation
of the results; how to conduct a comprehensive pain assessment and documentation
requirements; and how to develop aplan for effective pain management and how to
document it.

Educate patients and families about pain screening, assessment, patient rights and
respongbilities related to pain management, and available pain management/treatment
options.

Pain asthe 5" Vital Sign Toolkit
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Develop an implementation plan for your facility.

?? Designate a person or team who will be responsible for implementing Pain asthe 5 Vitd
Son.

?? Edablish an action plan with timelines and assgned respongibilities. Implementing Pain
asthe 5 Vitd Signin al sites of care should be approached asthefirst stepina
comprehensive plan to continuoudy improve pain management. It will be necessary to

develop further guiddines and procedures for more comprehensive pain assessment and
follow-up for patients for whom pain isidentified as a problem.

?? Sharethe plan with your VISN Pain Management Point of Contact (POC). See pages 29-
31in Section 6 of thistoolkit for alist of VISN POCs.

Plan methods for pain screening and assessment at all sites of care.

?? Review the VHA Nationa Pain Management Policy and the JCAHO Standards Related
to the Assessment and Treatment of Pain, both in Section 6 of thistoolkit.

?? ldentify procedures and guidelines for pain screening and assessment that are currently
being used in your facility and/or VISN. Keep in mind that the NRSis smply an initid
screening tool and isonly the first step toward achieving consstent pain assessment for
al patients. You may dready have more comprehensive pain assessment proceduresin
place in some sites of care.

?? Identify locd pain management expertsto assst in developing and reviewing policies and
procedures.

?? Review pain screening and assessment resources (see Section 6).
?? Edablish policies and procedures for your facility.

?? Incorporate pain screening and assessment procedures into gppropriate facility manuals,
handbooks, publications, and other facility reference materids as is needed.

?? Develop an implementation plan for documenting pain scoresin the medica record (see
Section 4).

?? Deveop an implementation plan for documentation of comprehensive pain assessments
and care plans.

Educate healthcare providers on pain assessment.

?? The Employee Education System (EES) can provide vauable assistance in developing
educationd materias and coordinating educationa programs. Include your VISN
Education Service Representative (ESR) aswell as your facility and VISN education
committee in planning for educationd activities. See page 32 in Section 6 of this toolkit
for an ESR contact list and the Web address for updates.

?? Each facility has an Education Point of Contact Person (POC) who can be identified by
reviewing the list in Outlook under “VHA Education POCs”
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7?

|dentify the target audience for Pain asthe 51" Vita Sign, eg., physicians, nurses, nurses
aldes, medical technicians, pharmacists, therapists, chaplains, socia workers. Consider a
broad audience for initia, basic education. Remember that one objective of thisinitiative
isto raise awareness of the importance of pain assessment and pain management
throughout the organization. All members of the hedlthcare team should be able to
understand and use the NRS. Professiond staff who will have responsibility for
conducting comprehensive pain assessments and for the development of plans for pain
management/treatment will necessarily require additiona specidized training.

Identify educationd resources (see Section 6). A wide array of published materiasis
available, as wel asinformation on the Internet that can be readily adapted for usein
daff education.

Identify loca pain management expertsto assist in the development of employee
educeation programs and materials.

Develop an educationd plan with atimetable and assgned responsibilities. Kegpin mind
that thisisan ongoing project. Consider starting with the basics and building more
detailed and comprehensive educationd programs over time. Ask: What does staff need
to know? Who needs to know? When, where, and how should training be provided?

Incorporate pain assessment into the initia orientation and ongoing education of dl
appropriate staff.

Share your education plan with your VISN Pain Management Point of Contact (POC)
and your VISN Education Service Representative (ESR). Seeligtsin Section 6 of this
toolkit.

Educate patients and families.

7?

Identify the contact person for patient education in your facility and/or your VISN patient
education committee. Enlist their assstance in coordinating your patient education
activities. A ligting of locd “Patient Education Contacts’ is available in Outlook.

Identify patient and family education materias on pain assessment and pain management
that are dready in usein your facility and/or VISN.

Identify local expertsto assst with the development of patient and family education
materids.

Identify educationa resources (see Section 6). There is an abundance of published
materias, aswdl asinformation on the Internet designed for patient and family education
related to pain assessment and treatment.

Review the JCAHO Standards Related to the Assessment and Trestment of Pain provided

in Section 6 of thistoolkit, paying particular attention to the chapters on “ Rights and
Ethics’ and “Education.”

Develop aplan for educating patients and families on pain assessment and management.
Again, keep in mind that thisis an ongoing effort. Establish priorities and aredigtic
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timeline based on an assessment of needs and resources available. Consder sarting with
asmpleingruction tool for use of the NRS for rating pain intengty.

?? Shareyour plan for patient and family education with your VISN Pain Management Point
of Contact (POC), listed in Section 6 of thistoolkit.

Use the Numeric Rating Scale (NRS) to teach patients and families.

?? Definetheword “pain.” For example, you might describe “pain” asaphysicd
discomfort that may have various characterigtics such as aching, pulling, tightness,
burning, or pricking, and you might explain that pain may be mild to severe.

?? To verify that the patient understands how the word “pain” (or other word preferred by
the patient) is used, ask the patient to give examples of pain he or she has experienced. If
the patient is dready in pain, use the present Stuation as the example.

?? Emphasize to the patient and family that the patient's self-report of pain is the sngle most
reliable indicator of how much pain the patient is experiencing. Explain that the patient
must volunteer information. Although caregivers will ask about pain regularly, they do
not know when the patient has pain unless the patient reportsit. Thisinformation helps
daff establish pain rdief satisfactory to the patient. Emphasize dso that the patient's
report about hisgher pain level is dwayswhat is recorded in the patient's record.

?? Show the patient and family the NRS and explain that its primary purposeisto provide
quick, consstent communication between the patient and caregivers, including nurse and
physician. Explain that O represents no pain, while 10 represents the worst possible pain.
If the patient does not understand, salect another pain intensity scae.

?? If the patient reports more than one Site or painful condition, discuss the importance of
providing asingle, globa measure of pain intengty. The patient should be encouraged to
take into account a primary Ste of pain (e.g., surgical wound) but also to consider al
other rlevant sites of pain, aswdll.

?? Ask the patient to practice using the NRS by rating his’her present painful experiences or
those that he/she remembers.

?? Ask the patient what pain rating would be acceptable or satisfactory to him/her. This
helps set aredidic, initid god. Zero painisnot dways possble. Oncetheinitia god is
achieved, the possibility of better pain relief can then be consdered. Emphasize to the
patient that satisfactory pain relief isaleve of pan that is not distressing, and one that
enables the patient to deep, eat, and perform other required physica activities.
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SECTION 3: BARRIERS TO PAIN SCREENING AND ASSESSMENT

Before presenting the key parameters of the pain screening and assessment process, it is
important to consider the numerous obstacles to this process.

The patient's subjective pain experience may be difficult to communicate because the patient and
provider have different languages, experiences, expectations, and frames of reference. Prior to
assessment, it isimportant that the provider be aware of and senditive to these types of barriers.
A range of additional barriers attributable to hedthcare professonds, patients, and the hedthcare
system have dso been articulated and deserve specid attention in promoting reliable pain
assessment and optimal pain management.

Traditiond patterns of professona practice may be among the most difficult barriersto
overcome. Hedlthcare providers and ingtitutions must address these barriersin their practice
settings to assure that dl patients receive quality pain care

Healthcare Professionals

How we think about pain influences the way we go about evauating a person who reports the
presence of pain. Assessment of pain is adso influenced by learned behaviora responses from a
given culture or subculture. It isimportant that al practitioners be aware of how their own
biases may influence pain assessment. The following may affect practitioners’ responsesto
patients reported pain:

?? Attitudes - Fear of patient addiction. Concern that attention to pain may encourage
additiona complaints of pain and medication seeking.

?? Kills- Inadequate knowledge and experience related to pain assessment and
management.

?? Knowledge - Concern about the sde effects of analgesics.

?? Practice behavior - Fallure to routindy assess and document.

Patients

Petient barriers may make pain assessment more difficult, prevent successful gpplication of a
ussful trestment, or block the recovery process. Some examples of patient barriers are;

?? Language or culturd barrier
Chemica dependency

Physicd, emotiona, or sexua abuse
Litigation

”
”
”
?? Chaotic psychosocid lifestyle
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?7? Medicd illness
?? Reuctanceto report pain or use the word “pan’
?? Fear that having pain may indicate amore serious disease than if there were no pain
?7? Concern about not being a*“good” patient
?? Fear of diagnogtic tests, procedures, or medications
?? Reuctance to take pain medications
?? Fear of addiction

?? Worries about side effects

Healthcare System
Barriers within the hedthcare sysem may be due to:

?? A low priority given to pain care
?? Inadequate rembursement for costly care given to patients
?? Redtrictive regulation of controlled substances

?? Lack of accessto pain specidids
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SECTION 4: THE PAIN SCREENING PROCESS

Pain asthe 5" Vita Sign isa strategy for promoting incressed attention to unrecognized and
under-treated pain among patients receiving care in the VHA hedthcare system. The Strategy
cdlsfor aroutine screening, where patients are asked whether they are experiencing pain and are
then asked to rate the intendity of their pain usng the 0-to- 10 Numeric Rating Scale (NRS) on
which 0 equas no pain while 10 represents the worst possible pain. The number reported by
each patient is the pain score and should be documented in the medicd record. The presence of
pain at any level serves acueto the provider to conduct additional assessment and to initiate
interventions designed to promote pain relief, as dinicaly indicated.

Documentation of pain scoresin a systematic and congstent manner is an important mechanism
for promoting identification of unrelieved pain a the individua patient careleve. Itisaso the
first step toward implementation of a single stlandard of care and a system-wide approach to
improving pain management throughout the VHA hedthcare system. Availability of pain scores
will provide important information for the VHA about the presence and intendity of pain
problems among veterans receiving carein its hedlthcare sysem. Findly, the availability of pain
scores will provide an important index for monitoring improvement in pain management
throughout the system.

Keys to Successful Pain Screening

Successful pain screening relies on practitioners condstent commitment to severd core
concepts:

?? The patient's self-report of pain isthe sngle most religble indicator of pan.

?? Observations of behavior and vital sgns should not be used instead of self-report unless
the patient is unable to communicate.

?? Pain can occur when there is no physiologica cause, and it isjust as red to the patient.

The Numeric Rating Scale (NRS)

Thereis no pain thermometer. Measurements of pain must rey on patients sdf-reports or the
inferences we can make based on their behaviors. Screening for pain intengity is an important
aspect of patient care.

For several reasons, the VHA has chosen the NRS as the tool for pain screening:

1. A largebody of research supports the reiability and validity of the NRS as asngle index
of pan intengty or severity, and it compares favorably to other commonly employed
drategies.

2. Studies suggest that the NRSis vdid for use in the assessment of acute, cancer, or
chronic nonmalignant pain and in varied dinica settings.
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3. TheNRSissmplefor practitioners to describe and easy for most patients to understand
and use. Thereisevidence of ahigh degree of compliance with the task.

4. The NRS can generally be administered orally and does not require instrumentation.?

Visud dternatives to screening (e.g., ord, numeric, pictorid) are dso reliable and can smilarly
be used to derive a 0-to-10 score. These various dternative methods are important in
accommodating the specid requirements of particular patients (e.g., hearing impaired and
dysphasic patients) or settings of care (e.g., postoperative settings where oral responses are
limited). Some dternative methods are briefly discussed below, and some examples are
provided in Section 6 of this toolkit.

The NRS is scored by numeric integers, O through 10. The NRS may be used either verbaly or
visudly. Pain intendty levels are measured upon initid vist, following trestment, and
periodicaly, as guidelines dictate.

Numeric Rating Scale (NRS)

| | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10

No Pain Mild Moderate Severe Worst
Possible Pain

When using the NRS for pain, the provider would ask, “On a scale of zero to ten, where zero
means no pain and ten equals the worst possible pain, what is your current pain level?”’

Anindividua often experiences pain in more than one dtein hisgher body. In these Stuations,
patients may be confused about what Site to emphasize in reporting their experience of pain
using the NRS. Practitioners should encourage the patient to provide asingle, globa estimate of
pain intensity.

Tips for Successful Use of the Numeric Rating Scale

?? Allow sufficient timeto dicit the patient’ s sdlf-reported pain rating.
?? Provide an environment that is quiet and free of distractions.

3

Have appropriate aids for hearing and vision available, e.g., charts with enlarged words,
numerica scaes, anatomica drawings.

Speak dowly, clearly, and as loudly as needed.

Involve family members and/or caregivers.

Use enlarged copies (8%2" x 11”) of the NRS.

Teach the patient how to use the pain rating scale.

Explain the use of the scale each time it is administered.
Use the same pain rating scale each time pain is evauated.

NN ¥ 3 33
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?? Provide ample time for the patient to respond to questions.

?? If the patient cannot respond verbaly, try having him or her point to enlarged words,
numerical scaes, or anatomica drawings.

?? Havethe patient provide asngle, globd estimate of pain intengty.
Suggested Script and Answers to Questions Patient's Frequently Ask

1. (Name of patient) are you having any pain today?
Yes No

2. Please rate your pain on a zero to ten scale with zero being no pain and ten as the
worst pain you can imagine. (Show the patient the pain scale)

"My painisa®6."

3. You have reported a pain score of 6 (> =4). This is a significant level of pain; I
want you to discuss this with your doctor or nurse practitioner today.

Frequently Asked Questions

Q. "Why are you asking me about my pain?"

A. We take pain very seriously and consider it a vital sign. You can expect to be
asked about pain each time you see your primary doctor or nurse practitioner and
when someone takes your other vital signs such as your temperature or blood
pressure.

Q. "Why do you keep asking me about my pain if you never do anything about it?"

A. If you are not getting your pain relieved, you need to make it clear to your doctor
or nurse practitioner that you are continuing to have pain.

Q. "Why do I need to use this 0-10 scale?"

A. There is no pain thermometer. We must rely on your report of pain. You are the
only one who can let us know when you are having pain. When you receive
treatment for pain, using the pain scale allows us to evaluate whether the pain
treatment is effective.

Q. "l don't really have pain, but I do have aching; is that pain?"

A. People experience physical discomfort that they may label as something other
than pain. This may include aching, pulling, tightness, burning, pricking or even
fatigue. | want you to rate this aching experience on the pain scale. This will help
us in making an assessment.
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Q. "What is an acceptable pain score?"

A. Every person is an individual. Itis best if people determine what pain rating is
acceptable for them. Zero pain is not always possible. Acceptable pain relief is a
pain level that is not distressing, and one that allows you to sleep, eat and perform
your regular daily activities.

"l don't like this pain Scale.”

We know some individuals have difficulty using this simple zero to ten scale. In
using this scale we are only trying to get an overall measure of your pain intensity
or severity. Your response to other questions will help us understand the true
nature of your pain, such as the quality of your pain and the impact of your pain on
your life. Perhaps you can think of word descriptors, such as mild, moderate and
severe. Remember that 10 equals the worst pain imaginable. Now can you rate
your pain severity between zero and ten?

Q. My Painis a 15.

A. Youmust beinalot of painto select 15 ona 10 point scde. Weliketo usethe scadeto
mesasure progress in the pain medications and trestment you recelve. Let'slook at the scale again
and think of the number 10 as the worgt pain imaginable and 0 as atime in your life when you
had not pain a al. Now, try the scae agan.

Alternatives to the Numeric Rating Scale

Patients who are confused or unable to express themsalves aso need to be screened for pain.
The NRS may not be useful for these patients, and dternative methods of pain screening may be
necessary. Those who know the patient well may be able to provide information about pain
higtory, typica behaviors when the patient has pain, and activities that may cause pain.
References rdated to ng pain in confused and nonverbd patients have been included in
the resource list. For patients who are cognitive and able to provide verbal responses, these
dternative scaes are not to be considered as a routine subtitute for the numeric rating scale
(NRS).

The practitioner should redlize that the most accurate data for assessng pain is obtained in the
following order:

1. Patient’sreport of pan
2. Reports of patient’s pain by patient’s family or friends
3. Patient’s behaviors

4. Physologica parameters
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When to Screen for Pain

The establishment of guiddines for the frequency of pain screening is an important aspect of the
implementation of the Pain asthe 5 Vital Sign initiative. Theintent of the Strategy isto
promote routine screening for pain in order to overcome the numerous barriers to effective pain
screening, assessment, and management that are articulated in Section 3 of this toolkit.

Hedthcare systems and/or facilities may want to establish specific policies and procedures that
mandate the frequency of routine screening for the presence and intendity of pain. Such policies
may specify different frequencies of screening and assessment for different clinica care settings
and/or patient populations.

Ininpatient and resdentid settings, screening for the presence and intensity of pain should occur
upon admission and then routinely according to established protocol based on the type of setting
and as dlinicdly indicated for theindividua patient. For example, in the postoperative care
setting, pain screenings may occur very frequently for an acute period immediady
postoperatively and then decrease in frequency as pain diminishes. In the pdliative care or end-
of-life stting, frequent screening of pain islikely to be a critical component of optima care.
Alterndively, in the inpatient menta heelth setting and long-term care settings, initia screening
and assessment may reved achronic, stable pain problem that requires infrequent reassessment.
Nevertheless, regular screening that encourages identification of new onset pain or acute
exacerbations of pain is aso necessary.

In the outpatient setting, patients should be screened for pain on each patient visit or encounter,
asisdinicdly indicated for the setting and the individua patient. For example, in the primary
care stting, aswell asin most medica and surgica clinica settings, screening should take place
a every vist regardless of the origina reason for the vigit. In outpatient and community mental
hedlth settings where frequent encounters with providers typically occur, a plan for less frequent,
but regular screenings may be appropriate.

Documenting Pain Scores

Standardized documentation is an important element of the Pain asthe 5 Vitd Sign initiative.
Documentation of pain scoresis essentia in planning and evauating effective pain management.
Standardized documentation of pain scores will also make it possible to collect data acrossthe
VHA hedthcare system for purposes of research, evauation of pain management strategies, and
quality measurement. All VA hedthcare facilities must implement one of the following
documentation methods:

?7? Electronic

?7? Paper
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Electronic documentation of the numeric pain score

VHA Information Services has developed an enhancement for the current software version of
VitalsMeasurements, Version 4.0 to support the documentation of Pain asthe 5 Vitd Sign. Alll
fadlitiesthat are usang the VHA Information Systems and Technology Architecture (VISTA)
computerized patient record should enter pain scores eectronicaly, dong with the other vita
sgns. The pain score can be recorded from one of the following applications:

7? Vitds

?? Nursng

?? CPRS GUI Cover Shest

?? CPRS GUI Encounter Form

Ingtructions for recording a pain score in the computerized patient record can be found on page
33in Section 6 of thistoolkit, together with a sample report that contains the pain score and
other vital sgns. If you have questions about the software or the ingtructions, please contact
your loca Information Resources Management (IRM) service office or your locd Clinica
Application Coordinator for further assstance.

Paper documentation of the numeric pain score

If your facility is not yet using the computerized patient record, then you must implement a paper
documentation system that mirrors the dectronic system. Pain scores must be routingly charted
on the patient's vital Sign record. Y ou may adapt the vita sign record or vitd sign flow sheet
that you are currently using. If you are not currently using avital sign record or flow sheet at
your site, you may implement a new form. When scoring, use 99 when the patient is unable to
report apain score. Only use 0 when the patient reports no pain or a score of O.

Examples of paper documentation of vita Sgns are provided on pages 39 and 40 in Section 6 of
this toalkit.

Interpreting Pain Scores

It is critical to remember that the patient’ s report of pain on the NRS is a subjective index of that
individud’ s experience or perception of pain, and even more accurately, a method for the patient
to communicate with hishher provider(s) about that experience. It should not be viewed as an
absolute or objective index that is directly related to exigting physica pathology or “cause’ of
pan. Even ardatively low pain score may represent an intolerable level of pain for some
individuas. On the other hand, ardatively high pain score for some individuals may represent
the best level of pain management possible given exiging treatment aterndtives.
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It is generaly agreed that scores between 1 and 4 are indicative of amild leve of pain intensty.
Scores of 5 and 6 are consstent with moderate levels of pain. Scores of 7 or higher are reflective

of severe pain.

In developing procedures and guiddines for pain assessment, it isimportant to remember that the
first god of Pain asthe 5 Vitd Sign to determineif pain is present. The second godl isto
determine the intengity of the pain. The NRSisameasure of pain intengty. Thethird god of
pain assessment is to determine the significance of the pain. Achievement of the third god will
usudly require more comprehensive pain assessment. It is reasonable to expect that a pain score
of 4 or higher would trigger a comprehensive pain assessment and prompt intervention. Itis
likely thet in the near future VHA will establish a standard threshold for comprehensive pain
assessment based on national experience.
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SECTION 5: COMPREHENSIVE PAIN ASSESSMENT

Assessing the “Person with Pain”
According to the International Association for the Study of Pain (IASP)?,

Pain is an unpleasant sensory and emotiona experience associated with actud and
potentia tissue damage or described in terms of such damage.

Pain isacomplex perceptud experience involving dl domains of an individud'slife, not just
physical pathology. It isa subjective phenomenon that is uniquely experienced by each person.
Understanding and appropriately treating patients experiencing pain requires an accurate
evauation, not only of the organic pathology that may be causing the pain, but dso amyriad of
behaviora and psychosocia factors, each of which contributes to the subjective report.* Thus, it
isimperative that practitioners assess the “ person with pain,” not just the pain done®

Overview of the Comprehensive Pain Assessment Process

Rdiable and comprehensve assessment of pain is the cornerstone of effective pain management.
Routine screening for the presence of painisthe first step in an ongoing process of
comprehengve pain assessment, prescriptive planning for optima pain management, ddlivery of
interventions targeting pain, and reassessment and refinement of the pain management plan.
Effective pain management hinges on the availability of athorough and rdliable assessment of
pan.

Pain assessment is an interactive and collaborative process involving the patient and family,
nurse, physician, and other providers, as gppropriate to the clinical setting. It isthe basisfor
selecting an appropriate intervention. Hedlthcare providers must accept and respect patients
reports of pain and proceed with appropriate assessment and treatment.

Comprehensve assessment of pain isinformed by a biopsychosocid mode that emphasizesthe
important interaction of biologicd, psychological, and socid/cultura contributors to the
experience of pain. Assessment aso attends to the potentid negative impacts of pain on such
aress as degp, mood, activity, appetite, energy, and functioning, including socid functioning and
relationships.

The primary mode of pain assessment isthe clinicd interview. The interview is commonly
supported by direct observation of the patient’ s behaviora manifestations of pain (for example,
rubbing affected body parts, bracing, guarding, facid grimacing, Sghing) and other sgns of
physologicd stress and arousd.

Other common components of the comprehensive pain assessment process include:

?? A thorough and focused physical examination
?? Additiond medica diagnostic procedures
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?? The use of standardized paper-and-pencil questionnaires and inventories

Thereisawide array of pain assessment tools and resources that may be useful in developing
pain assessment procedures and guidelines for your facility.® Thelist of pain assessment
resources provided in Section 6 of this toolkit includes both publications and Web stes that
provide excellent examples of pain assessment tools and guiddines.

In mogt settings, pain assessment is interdisciplinary in nature, routindy involving physicians,
nurses. When evauating complex, chronic pain conditions, additiond hedthcare professonds
(e.g., rehabilitation medicine specidigts, pharmacists, psychologists) often participate in the
comprehensive pain assessment and trestment planning process. Their perspectives are all
respected as critica to the development of ardliable and comprehensive understanding of the
patient’ s pain and associated problems. It isthrough this interdisciplinary processthat a
comprehensive and multi-moda plan for effective pain management can be developed and
implemented.

Components of the Comprehensive Pain Assessment Interview

In assessing pain, important questions to ask include, but are not limited to, the following:

3

Areyou having pain now?

Whereisyour pain?

What doesit fed like?

Is the pain dways there? Does the pain come and go?
How long have you had the pain?

What makes the pain better?

What makes the pain worse?

Are you experiencing any other symptoms?

How does the pain affect your activity, deep, appetite, mood, socia functioning and
relationships, energy, and overdl qudity of life?

On ascae of 0to 10, what number represents your (functiond) tolerable level of pain?

NN 33 3 33

3

Documenting the Comprehensive Pain Assessment

At the present time, the VHA has not distributed standardized protocols or eectronic templates
for documenting the results of comprehensive pain assessments. However, many facilities may
have established clinica pathways for pain or other pain documentation packets that can be used
aslocd templates for documentation. Examples of loca pain assessment templates are provided
in Section 6 of thistoalkit.

Documentation of the comprehensive pain assessment should include the following key
components.
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?? Complete description of the pain experience, including information about its prevaence
(e.g., congtant, intermittent, episodic, recurring), location(s), character, duration, factors
that influence pain, effects on functioning, deep, appetite, and mood, etc.

?? Summary of impressions and diagnosig(es)
?? Detalled plan for pain management/treatment

?? Specific timeframe for reassessment
Stesthat utilize VISTA software, particularly Computerized Patient Record System (CPRS),
Clinical Reminders, Education Topics and Hedlth Factors, Text Integration Utilities (TIU)

Progress Notes, and Health Summary reports, could develop aids to support their local pain
management efforts.

Footnotes in Sections 1 through 5

'Gordon, D., Dahl, J, & Stevenson, K. (Eds)) (1996). Building an institutional commitment to
pain management: The Wisconsin resource manual for improvement. Wisconsn Pain Initiative.
Madison, WI: University of Wisconsn-Madison.

2 Jenses, M.P. & Karoly, P. (1992). Self-report scales and procedures for assessing pain in
adults. InD.C. Turk & R. Mdzack (Eds.), Handbook for pain assessment. (pp. 135-151). New
York: Guilford Press.

3Internationa Association for the Study of Pain. (1979). Painterms: A list with definitions and
notes on usage. Pain, 6, 249-252.

*Loesser, JD., & Mdzack, R. (1999). Pain: An overview. Lancet, 353, 1607-1609.

*Turk, D.C., & Okifuiji, A. (1999). Assessment of patient’s reports of pain: An integrated
perspective. Lancet, 353, 1784-1788.

*Turk, D.C., & Melzack, R. (1992). Handbook of pain assessment. New York: Guilford Press.
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SECTION 6: EDUCATIONAL AND RESOURCE INFORMATION

This section provides information to asss individuas and fadilities in the successful
implementation of the VHA National Pain Management Strategy, induding the Pain as the 5
Vitd Sgninitigtive

VHA National Pain Management Policy

1. Purpose The purpose of the VHA National Pain Management Strategy isto develop a
system-wide gpproach to pain management that will reduce suffering by veterans
experiencing acute and chronic pain associated with awide range of illnesses, including
termind illness

2. Background: Panisasgnificant hedlthcare problem in the United States; a substantial
portion of the population is afflicted with pain each year. Recent surveys and studies have
determined that 20% to 30% of the population annudly suffers from acute pain and/or
chronic pain syndromes. Further, the incidence and severity of pain increase with increasing
age, resulting in a disproportionatdy large amount of chronic pain occurring in individuas
over 60 years of age. Control of cancer pain remains a substantia, unresolved problem with
75% of advanced cancer patients experiencing “moderate’ to “very severe’ pan.

The knowledge and techniques to control most pain are known, but they are often not gpplied
effectively. Proactive, aggressve management of both acute and chronic pain isuniversaly
recognized as an essentid component of hedthcare; however, substantia evidence indicates
that neither acute nor chronic pain is managed adequately within most U.S. hedthcare
gystems. Itisessentid that VHA develop a systematic approach to pain management that
assures that pain isrecognized and treated promptly and effectively.

3. Objectives. The overdl objective of this policy isto prevent pain and suffering in persons
using the veterans hedlthcare syssem.  The specific objectives of this policy are to:

?? Provide asystem-wide VHA standard of care for pain management that will reduce
suffering from preventable pain.

Assure that pain assessment is performed in a consistent manner.

Assure that pain treatment is prompt and gppropriate.

Include patients and families as active participants in pain managemen.

Provide for continual monitoring and improvement in outcomes of pain trestment.

Provide for an interdisciplinary, multi-moda approach to pain management.

N3N ¥ 33 3

Asauretha dinicians practicing in the VHA hedlthcare system are adequately prepared to
assess and manage pain effectively.
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4. Key Elements of the Strategy:

?? Pain Assessment and Treatment. Procedures for early recognition of pain and prompt
effective trestment shal beimplemented by dl VA medica treatment facilities. VHA
will implement Pain asthe 5" Vital Signin all dinica settings to assure consistent
assessment of pain. Pain management protocols will also be established and
implemented in dl dinica settings

The complexity of chronic pain management is often beyond the expertise of asingle
practitioner, especidly for patients whose pain problems are complicated by

homel essness, posttraumeatic siress disorder, combat injuries, and substance abuse.
Primary care providers should have ready access to resources such as pain specialists and
multidisciplinary pain clinics and centersto effectively evaduate and manage these

complex patients. Pain management is an integral part of pdliative and end-of-life care.
The expertise of hospice and pdliative care dinicians should be available to dl patients
with serious, life-limiting illnesses. Patient and family education about pain and its
management should be included in the treetment plan, and patients should be encouraged
to be active participants in pain management.

?? Evaluation of Outcomes and Quality of Pain Management. All VHA medica
fadilitieswill implement processes for measuring outcomes and qudity of pain
management with the goa of continuous improvement. Electronic data monitoring of
pain assessment and effectiveness of pain management interventions will be
implemented. Peatient satisfaction will be monitored on an ongoing basis.

?? Clinician Competence and Expertisein Pain Management. All VHA medicd
facilitieswill assure thet appropriate clinica gaff (e.g., physicians, nurses, and therapists)
have appropriate orientation and employee education related to pain assessment and pain
management. VHA standards for pain management will be communicated to al medica
students, alied hedth professond students, residents, and interns providing patient care
in VHA medicd facilities. VHA education programs will be developed that include
principles of pain assessment and managemen.

?? Research. VHA will expand its basic and applied research on management of acute and
chronic pain, emphasizing conditions that are most prevaent among veterans. Research
funded by the Hedlth Services Research and Devel opment Service (HSR& D) will
encourage a systematic gpproach to identifying research priorities and providing
scientific evidence on which to base pain management protocols throughout VHA and for
evauaing and monitoring the qudity of care.

?? Coordination of National VHA National Pain Management Strategy. The consstent
and effective management of pain for al veterans cared for by VHA requiresa
coordinated nationa gpproach. An interdisciplinary committee will be established to
oversee the development and implementation of the VHA Nationd Pain Management
Strategy. The Committee will be charged with the following respongibilities:

1. Coordinate the system-wide implementation of Pain asthe 5" Vitd Sign.

2. Coordinate the development and dissemination of state-of-the-art trestment protocols
for pain management.
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3. Identify VHA pain management expertise and resources, and facilitate a nationa
referra system to assure that veterans in every network have accessto pain
management Services.

4. Coordinate anationa employee education initiative to assure that VHA cdlinicians
have the expertise to provide high-quality pain assessment and treatment.

5. ldentify research opportunities and priorities in pain management, and facilitate
collaborative research efforts.

6. Integrate VHA pain management sandards into the curriculaand clinicd learning
experiences of medical students, alied hedth professond students, interns, and
resident trainees.

7. Edablish target god's, mechanisms for accountability and atimeline for implementing
the comprehensive, integrated VHA Nationd Pain Management Strategy .

8. Egablish acommunication plan for both the interna and externd communication of
the VHA Nationa Pain Management Strategy.

References

Principles of analgesic usein the treatment of acute pain and cancer pain. (3% ed.). (1992). p.2.
American Pain Society.

New guidelines on managing chronic pain in older persons. JAMA, 280(4).
American Pain Society Bulletin, (6)1, 17. Jan/Feb., 1996.

Qudity improvement guidelines for the trestment of acute pain and cancer pain, JAMA,
Vol.274( 23), 1874-1880.

VHA pain management survey. Headquarters Anesthesia Service, July 1997.

VHA National Pain Management Strategy Coordinating Committee

A multidisciplinary nationa committee was gppointed by the Under Secretary for Hedlth to
coordinate the VHA Nationa Pain Management Strategy. This committee includes
representatives from acute care, geriatrics and extended care, nursing, pharmacy, psychology,
hedlth services research and devel opment, employee education, and information services. The
role of the committee is to coordinate the implementation of the VHA Nationd Pain
Management Strategy in away that effectively uses VHA resources and expertise to achieve the
nationd goals Thisisalong-term initigtive and it is expected that avariety of subcommittees
and workgroups will be identified to focus on specific aspects of the nationd drategy.
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Chair, VHA National Pain M anagement Strategy Coor dinating Committee

Judith A. Sderno, MD, MS

Chief Conaultant (114)

Geriatrics & Extended Care Strategic Hedthcare Group
VA Headquarters

810 Vermont Avenue, NW

Washington, DC 20420

202-273-8540

fax: 202-273-9131

e-mal: judith.sderno@mail.va.gov

Coordinator, VHA National Pain Management Strategy Coor dinating Committee

Jane H. Tallett, PhD

Nationa Coordinator, Pain Management
VA Headquarters

810 Vermont Avenue, NW
Washington, DC 20420
202-273-8537

fax: 202-273-9131

e-mal: janetollett@mail.vagov

Members, VHA National Pain Management Strategy Coordinating Committee

John Booss, MD

Director of Neurology, Field Based
Department of Veterans Affairs (200)
VA Connecticut Hedth Care System
West Haven, CT 06516
203-932-5711 x 3544

fax: 203-937-4755

e-mal: booss.,john@west-haven.va.gov

Michad E. Clark, PhD

Clinica Director, Chronic Pain Rehahilitation Unit (116B)
Tampa, FL

813-972-2000, x 7484, x 7112, x 7114

fax: 813-903-4847

e-mal: miched.dark2@med.va.gov

Web ste: www.vachronicpain.org
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Tana Defa

Program Manager, Clinician Desktop

Sdt Lake City Office of Information Fied Office
295 ChipetaWay

SAt Lake City, UT 84108

801-588-5053

fax: 801-588-5004

e-mal: tana.defa@med.va.gov

Audrey Drake, RN, MSN, CNAA
Program Director (118)

Nursing Strategic Hedlthcare Group
VA Headquarters

810 Vermont Avenue, NW
Washington, DC 20420
202-273-8424

fax: 202-273-9066

e-mal: audrey.drake@mail.va.gov

Robert Kerns, PhD

Chief, Psychology Service

VA Connecticut Hedlthcare System
West Haven, CT 06516
203-937-3841

fax: 203-937-4951

emal: robert.kerns@med.va.gov

Claire Maklan, PhD, MPH

Chief of Scientific Development (1241)
Hedth Services R& D

VA Headquarters

810 Vermont Avenue, NW
Washington, DC 20420
202-273-8244

fax: 202-273-9007

e-mal: maklan.care@mail.vagov

Ruth Markham

Systems Analy4t, Clinician Desktop

At Lake City Office of Information Field Office
295 Chipeta Way

SAt Lake City, UT 84108

801-588-5042

fax: 801-588-5004

e-madl: ruthmarkham@med.va.gov
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Richard W. Rosenquist, MD

Director, Pain Management Center Department of Anesthesia
Univerdty of lowa Hospitds & Clinics

6413 JCP

lowa City, lowa 52242

319-356-2320

fax: 319-356-3431

e-mal: richard-rosenquist@uiowa.edu

Paul Rousseau, MD

ACOS for Geriatrics & Extended Care
VA Medicd Center

650 E. Indian School Road

Phoenix, AZ 85012

602-277-5551

fax: 602-222-6514

e-mal: ArizonaMD@aol.com

CharlesD. Sintek, MS, RPh, BCPS
Clinica Pharmacy Manager (119B)
Clinica Pharmacy Service

VA Medica Center

1055 Clermont Street

Denver, CO 80220

303-393-2806

fax: 303-393-4624

e-mal: charles.sntek@med.vagov

Anne Marie Stechmann, MA
Program Development Manager
Department of Veterans Affairs
VA Employee Education System
5445 Minnehaha Avenue South
Minneapolis, MN 55417
612-725-2000 x 4546

fax: 612-725-2053

e-mal: sechmannann@Irn.va.gov

Loretta Wasse, CRNA, Med

Deputy Director, Headquarters Anesthesia Service
Department Of Veterans Affairs

Puget Sound Hedlthcare System, Sesttle Divison
1660 South Columbian Way

Sesttle, WA 98108

206-764-2584

fax: 206-764-2914

e-mal: |orettawasse@med.va.gov
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VISN Pain Management Points of Contact (POCs)

Every VISN hasidentified a point of contact (POC) for the VHA National Pain Management
Strategy (see Section 6). The function of the POC isto facilitate communication and the flow of
information between the Coordinating Committee and field staff in each VISN.

VISN Point of Contact Address Phone
1 Robert Kerns, PhD VA Connecticut Healthcare System | 203-937-3841
Chief, Psychology Service 950 Campbell Ave. fax: 203-937-4951
(116B) West Haven, CT 06516 robert.kerns@med.va.gov
2 Kathy Graham, RN, MSN Western NY Healthcare System 716-862-3191
Clinical Nurse Specialist Buffalo Division fax: 716-862-3192
3495 Bailey Ave. kathy.graham@med.va.gov
Buffalo, NY 14215-1199
3 Clifford M. Gevirtz, MD Bronx VA Medical Center 718-684-9000 x 6205
Chief of Anesthesiology 130 Kingsbridge Rd. fax: 718-579-4073
Bronx, NY 10468 gevirtz.clifford m@Bronx.va.gov
*note: leave the space prior to the 'm'’
4 Judith Feldman, MD, MPH VA Medical Center 215-823-5147
Chief Medical Officer (10ON4) Delafield Rd. fax: 215-823-5195
Pittsburgh, PA 15240 judith.feldman@med.va.gov
5 Shari DeSilva, MD VA Medical Center 202-745-8148
Staff Physician 50 Irving St., NW shari.desilva@med.va.gov
Washington, DC 20422
6 Yvonne King, MSSW VA Medical Center 910-488-2120, ext. 7219
Associate Chief, Mental 2300 Ramsey Street fax: 910-482-5046
Health Service Line (116) Fayetteville, NC 28301 yvonne.king@med.va.gov
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! Gary Welch, MD, PhD Dorn VA Medical Center 803-695-7982
Chief of Staff (11) 6439 Garners Ferry Rd. gary.welch@med.va.gov
Columbia, SC 29209-1639
8 Michael E. Clark, PhD James A Haley VA Medical Center 813-972-2000 x 7874; 7112; 7114
Clinical Director, Chronic Pain | 13000 Bruce B. Downs Blvd. fax: 813-978-5988
Rehabilitation Unit (116B) Tampa, FL 33612-4798 michael.clark2@med.va.gov
Web site: www.vachronicpain.org
o Betty Alsup, RN, MBA VA Medical Center (901) 577-7351
Chief Nurse 1030 Jefferson Avenue fax (901) 577-7350
Memphis, TN 38104 betty.a sup@med.va.gov
Richard Roth, DDS VA Medical Center (615) 327-5321
Acting Chief Medical Director | 1310 24™ Avenue South fax (615) 321-6339
Nashville, TN 37212 richard.roth@med.va.gov
10
Brian Bevacqua, MD VA Medical Center 216-791-3800 x 5120
Chief, Anesthesiology Svc. 10701 East Bivd fax: 216-421-3005
(11AW) Cleveland, OH 44106-3800 brian.bevacqua@med.va.gov
1 Jack Rosenberg, MD VA Medical Center 734-936-5842
Coordinator for Pain 2215 Fuller Rd. fax: 734-769-7056
Management Ann Arbor, Ml 48105 jackrose@umich.edu
12 Eloise Prater, RN, BSN Hines VA Hospital 708-202-2408
Hospice Coordinator 5" and Roosevelt fax: 708-202-2342
Certified Hospice Trainer Hines, IL 60141-5000 eloise.prater@med.va.gov
13 Paulette Knutson, MS VA Medical Center (119) 320-255-6480 x 6288
Pharmacist/Chair Pain 4801 8" St. North pager: 364
Committee St. Cloud, MN 56303 fax: 320-202-5283
paulettte.knutson@med.va.gov
141 Richard Rosenquist, MD University of lowa Hospitals 319-353-7783
Director, Pain Clinic and Clinics fax: 319-356-2940
6413 JCP richard-rosenquist@uiowa.edu
lowa City, IA 52242
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15

Vincent L. Alvarez, MD
Clinical Manager (10N15)

Tafney Snowden, RN, MHA

VISN 15 — Heartland Network
4801 Linwood Blvd.
Kansas City, MO 64128

Same address

816-922-2908
fax: 816-922-3392
vincent.alvarez@med.va.gov

816.922.2960
tafney.snowden@med.va.gov

16 Linda E. Moore, RN, PhD Sonny Montgomery VA Medical 601-364-1303
Chief, Nursing Service Center linda.moore@med.va.gov
1500 Woodrow Wilson
Jackson, MS 39216
17 Steve Wilson, MD VA North Texas Health Care 214-857-1881
Anesthesiology System, Dallas VAMC Division steve.wilson2@med.va.gov
4500 S. Lancaster Rd.
Dallas, TX 75216
18 1 Florence Gores, RN, MPS,CRNH | Southern Arizona VA Healthcare 520-792-1450 ext. 6898
Clinical Director, Geriatrics System - VA Medical Center florence.gores@med.va.gov
Rehabilitation Center 3601 South 6" Avenue
Tucson, AZ 85723
19 Michael Craine, PhD VA Medical Center 303-399-8020 x 2577
Director 1055 Clermont St. michael.craine@med.va.gov
Multidisciplinary Pain Team Denver, CO 80220-0166
(116B)
20 Anesthesiology 112-A
Charles Chabal, MD Puget Sound Healthcare System, 206-764-2574
Co-Director of Pain Ctr & Seattle Division fax: 206-764-2914
Anesthesiologist 1660 South Columbian Way cchabal@u.washington.edu
Seattle, WA 98108 charles.chabal@med.va.gov
775-328-1774 or 775-328-1461
21 Judith Daley, RN, BS Sierra Nevada Health Care System Cell phone 775-690-7320
VISN 21 QMO (10N21) 1000 Locust Street Fax: 775-328-1400
Reno, NV 89502-2597 judy.daley@med.vagov
22

Karen Carroll, RN, MSN,
CCRN

VA San Diego Healthcare System
Nursing Service (118)

3350 La Jolla Village Dr.

San Diego, CA 92161

858-552-8585 x 3561

fax: 858-552-7422

pager: 858-347-1745
karen.carroll@med.va.gov
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Education Service Representatives (ESRs)

The ESR assigned to your VISN can provide you with details on the earning activities, products,

and sarvices available to VA employees through the Employee Education System. 'Y ou may
send e-mail to an individud or get the latest information from the Web ste
http://vaww.ees.rn.va.gov/.

VISN | Location ESR Name Phone Pager
Boston Steve King 202-745-8433 888-264-7865
2 Albany Beth Johnson 207-623-5744 cell: 202-262-9784
3 Bronx Barbara Woodrick 516-754-7914 x 2910 888-264-7828
4 Pittsburgh Diana Higginbotham | 304-626-7715 cell: 202-262-9783
5 Baltimore Gerry Kelly 410-642-2411 x 5453 888-264-7612
6 Durham Melissa Scherwinski | 919-680-6841 x 243 877-328-4934
7 Atlanta Jennifer Harris 404-321-6111 x 3566 888-431-4858
8 Bay Pines Debbie Peeples 205-731-1812 x 314 888-431-4858
9 Nashville Michael Barrett 615-867-5834 888-691-8253
10 | Cincinnati Mark Kriynovich 614-257-5459 800-722-3908
11 Ann Arbor Joseph Hanney 734-930-5963 888-242-4344
12 | Chicago Joan Murray 612-725-2000 x 4541 Cell: 202-257-2955
13 | Minneapolis Bridget Cannon 612-725-2000 x 4539 800-266-6289
14 | Omaha Janet McDonald 402-486-7818 800-266-6242
15 | Kansas City Judith Hanses 314-894-5738 800-509-7622
16 | Jackson Eleanor Haven 205-731-1812 x 311 888-264-7869
17 | Dallas Sharon Sutton 210-617-5300 x 4708 888-691-8252
18 | Phoenix Saundra Overstake 602-277-5551 x 3402 800-722-3659
19 | Denver Pam Weldele 801-584-1281 x 5102 888-264-7709
20 | Portland LuAnne Couture 208-422-1305 x 7015 888-264-7755
21 | San Francisco| Rob Wilson 707-561-8376 888-688-3753
22 | Long Beach Ken Flint 562-494-5505 x 3997 888-264-7708

VACO/HQ
Staff Education

Jim Pritchert

202-273-8901

888-781-0441

Ana Feliciano 202-273-8865 888-264-7757
National Initiatives Donna Lancaster 202-273-8897 888-759-8888
PIN: 1159005

Martha Kearns

202-273-8899

888-997-6651

*Pager will not work when person is physically at home site (call first).

Last updated on 6/1/00
By Al Gaspar

E-mail: webmaster @Irn.va.gov
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Electronic Documentation of Pain Scores

Entering the Pain Score in the Vitals/Measurement Menu
(also accessible from the Nursing package)

Vital s/ Measurement Data Entry ...

Vital s/ Measurenents Results Reporting ...
Edit a Vital/Measurenent Entered in Error
Vital s/ Measurenents Site Files Menu ...

A WN PR

Sel ect Vital s/ Measurenment Option: 1 Vitals/Measurenent Data Entry

ENTER DATE (TI ME Required) VITALS WERE TAKEN: 11/19/99@5: 00 (NOV 19,
1999@5: 00)

1 TPR Pain

2 TPR B/ P Pain

3 TPR B/P H. W. and Pain

4 TPR B/P W. and Pain

5 Tenp, Detailed PR and B/ P

6 Detailed B/P and Associ ated Pul se
7 Pul se

8 Wei ght

9 Circunference/Grth

10 Pul se Oxinetry

11 CVP (Central Venous Pressure)
12 User Configurabl e Conbination
13 Change Dat e/ Ti me Taken

14 Pai n

Sel ect Vitals/Measurement Data Entry Option: 1 TPR Pain

Vitals by (AIIl patients on a unit, (S)elected Roons on unit, or
(P)atient? p
Sel ect PATI ENT NAME: squirrEL, GREY 10-25-71 123994567
YES EMPLOYEE

Enroll ment Priority: GROUP 1 Cat egory: | N PROCESS End Dat e:

Sel ect Hospital Location: 13A PSYCH /
Tenp- Pul se- Resp-Pain: 98.7-67-15-0
Temp.: 98.7 F (37.1 C) ORAL
Pul se: 67 RADI AL
Resp.: 15 SPONTANEOUS
Pain: 0 No pain

Is this correct? YES//

If the answer isYes, the pain scoreisstored. If the answer isNo, a prompt gives the user the opportunity to re-enter
acorrect pain score. |If the user entersYes, and the stored pain score isincorrect, the Edit a Vital/M easurement
Entered in Error option must be used to mark the record in error.
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Vitals Reports in the Vitals/Measurement Menu

A OWNPE

Tenp. :
Pul se:
Resp. :
B/ P:
Ht . :
W.:
BM :
Pai n:

11/19/99
15: 00

T:

P:

R:

Pai n:
11/ 22/ 99
12: 55

T:

P:

R:

B/ P:

Ht :

W :

Body

Pai n:
13: 00

Pai n:
11/ 29/ 99
13: 50

T:

P:

R:

B/ P:

W :

Pai n:
11/ 30/ 99

DEC 2,1999 (15:38)

DEC 02, 1999 (15:41)

Vital s/ Measurenents Results Reporting Menu

Latest Vitals Display for a Patient

Latest Vitals by Location

Cumul ative Vitals Report

Print Vitals Entered in Error for a Patient

SQUI RREL, GREY

(11/ 29/ 99@.3:
(11/ 29/ 99@3:
(11/ 29/ 99@3:
(11/ 29/ 99@3:
(11/ 22/ 99@12:
(11/ 29/ 99@3:

(11/29/99@3:

50)
50)
50)
50)
55)
50)

50)

Latest Vitals Report Page 1

123-99- 4567

98.4 F (36.9 O

65

55

121/ 83

4 ft 3 in (129.54 cnj (ACTUAL)
193 Ib (87.73 kg)

52*

3

Cumulative Vitals/Measurements Report Page 1

98.7 F (37.1 C) (ORAL)

67 (RADI AL)

15 ( SPONTANEOUS)

No pain

102.4 F (39.1 C)* (ORAL)

62 (RADI AL)

52* ( SPONTANEOUS)

111/ 85

51.00 in (129.54 cn) (ACTUAL)
185.00 I'b (84.09 kg) (ACTUAL)

Mass | ndex: 50*
5

10 - Worst inmmgi nable pain

98.4 F (36.9 O
65

55%

121/ 83

193.00 I b (87.73 kg)

3

11: 40 Pai n:

Unabl e to respond
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Viewing Vitals from CPRS List Manager

CPRS Clinician Menu

Cover Sheet Nov 24, 1999 13:18:19 Page: 1 of 2
SQUI RREL, GREY 123-99- 4567 13A 10/ 25/ 71(28)
Attend: VELBY, R Pri nCar e: UNKNOWN PCTeam
<CA>
ltem Ent er ed

Al | er gi es/ Adverse Reacti ons

1 M LK (sneezing, dry nouth) 05/ 24/ 99

2 rat dander (itching,watering eyes, 05/ 24/ 99
hi ves, anxiety)

3 Poptarts (nausea, voniting, dizziness, 07/ 02/ 99
dry nouth, rash)

4 CHOCOLATE DOUGHNUTS (nausea, vom ting) 08/ 20/ 99

Recent Vitals

Tenp: 102.4 F (39.1 O
Pul se: 62

Resp: 52

B/ P: 111/ 85

11/22/99 12:55
11/22/99 12:55
11/22/99 12:55

|
|
|
|
|
|
|
|
|
|
|
| 11/22/99 12:55
I

|

Ht : 51 in (129.5 cm 11/22/99 12:55
W : 185 Ib (83.3 kg) 11/22/99 12:55
Pai n: 10 11/22/99 13:00
i Enter the nunbers of the items you wish to act on
>>>
NW Enter New Allergy/ ADR CV (Change View ...) SP Sel ect New Pati ent
AD Add New Orders CC Chart Contents ... Q Cose Patient Chart

Sel ect: Next Screen//
Select Iten(s): Next Screen//
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Viewing Vitals from CPRS GUI
Vitals displayed fromthe CPRS QU Cover Sheet:

a2 WimlA CPRS inouse by Makbam Huth  |slc- dev-node)

Ei= Edt Yem [nols Help

BuDr AROSE . GM Dec 21,33 0223 Primay Cap Tesm Lingrsigned

HEEF1996 Har 051953 [50] Prawvder HaREHSH AUTH

£ciren Probleme w7 Aaverse Resctions Postinge:
070 E = L ~l Abuges

* Hype bersion Cigt: Mole Mar 0399

Ted Pretirg Ciet: Hole Feb 2299
Patson Faioning ilrass v o Drivec s Fab 2299
Crianic DoAnees Pumonay Dizea | FRadaogicalCons Mada
Hype tereaon
Fhimstaa; o = F|

Aative Medostions Clrica| Fiemindzr: DueDaz

s I S

Hahipseicid T=h ik o M e Boiaen

Dignan 1 5ng Bicod FPesenae Chad: Feb: 14.00

Zzarcoabic &ed Slimg LT il hol b= Education

Tramcirmbne 1.1% O Glam Fap Snesr

Acelaminoches 125mg Eraiise Educaion

Mok Yagne Supp

Mooreeak Vagna Supp

Madatal 120ng

Taiezan ful vin b ozl 5000 W

Flecen! Lah Feods Hilals

Ma oeders bound T 488F Feb D300 [T 0D
P 8 Feb 0300
A &8 Feb 3,00

HT T3in Feb D300 1304 Canll
WT17AkL  Feb 0300 [BO3 k)
a1 el AT ]

vt Shest S Pioblems hed: |0 e boke: | Coran sty L Summ i Labs | Fecoils |

Mstant| Dourai W | @5ic-war. | Elrm ol | 1eremmy. | ¢ eneee- [[Torms . sameveta. | Byeesz |

= wHEE e
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Vitals detail display fromthe CPRS GU Cover Sheet:

= Viskh CPAS in use by Maakhon Ruth [slc-des-nod o)
Ei= Ed Yiem Iook Hep

BUD AOSE
SR B

| BM Dec 21,39 0923
b 5148 (B Frovicer: MARKEHAM FAITH

Farhve Problemes

[
" Hpperieraion

Test Pintrg

Patzon legreng dnece:

Chiore: DEeucioe Funoeay Dess

Hypetloreion

Forpslos

Fiooooo i3l
Aalive Mediandons

i Lhing
Hal opwiddl Tat
Digan 0 255mg
Zrsoe wia i Sl mg LIVD
Trismcinclone 013 Oint BDgn
Lcetamirophen 125mg
Heomacie e 5.
Wi ,
Nadohlﬁ'l:h? e
e Mlici e 2e S0

Mar (1399
Feb 2240

il vanee Diiectia Fob X259

Fecant Lab Aends
Mo orders lourd.

By 1140 08208
fng 08 96 1223
i 14521532
i 17,82 12
Ap 13,92 15:36
A 13,92 18:26
Om 13.9214:13

M 47 A% 474 7

" v et Frobieina (e s 01t A1 ol Consalts (DL Sorom i ehs [ Repoits |

idstan| [mana - | Qa.cmali eirsrmr. | drain | ¢ eepie [[Foens - mrsieaa | @iz |

[“gaecini]

B PR s
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Vitals data entry fromthe CPRS GU Cover Sheet:

S Wiald CPAS imose by Maikhom Buth oo -des- node3)

Ei= Edt Wew Tods Help

BUDROSE GM Dec 21,53 09:23 Frinery Core Team Unassigned.
JEGETI9E Mo 061249 [50) | Provider MARKHAMFLITH
S rem Problemes Al /Ay Faschions
705l i
* Hypetereion Har 0359
Tedt Pt Fak 2250
Paticn Feigrirg drasz Fak 3350
Chionic Doenaiva Pumonalp DExa
Hupateraon
Fhiomeslpa
bl N
T&Hﬂ”ﬂﬁn:}ﬂh E'I.I':lﬁ sribey For - BLID_RDSE
Ha ol T2
Drigoean [ 25y
e |
namcirmions nt Ellgm Feb 020021254 L.
':fﬂmi k r| x5‘gﬂﬂ E I' ks Lazl Mupazmms Wikiall
conarake agna Supn g
H‘m"fumg““"m .'3""*"" | Fub 0300 986 Temo [ F -
sk 120ng et —
Bissalian Micans e 500 Mg Fetve (| i e
Fab 03,00 GE
Fab 03,00 178 /88
Fub 03,00 T3
Feb 03,00 178
Feb 03,00 (i}
1
I
I
L}
i
[
Fingeni Lsb Rssulis e : N\ / e MYisks ¢ Admissn
Fla teders ford. T GGAF  FenOzil  [FRACI Plap 1158 0205 Inpai e Stey T e
PTG Feh (0200 AU 051226 Ipat e ke ia
R Feb (0200 Jun 00T 1520 Irpabent Sty 1a
Ap 1T 21T Irpalod Stk Mo 2
AT 7an FenOEO00 (180 4o ANTIAT TR Irpahen Siay 1a
Wb FebOG00 @05 Hg) A TIH2 182 Inpaiet Shay Ta
FH 1 Fieh (1300 Ap11A21873 Inpaiend Skay o 4
Gt B e A 5

| Sekecth]

\Coset SheetdProblens yMeds (Oiceis fHoles doonadkts (DA Gumn gLabs ARepaks
| |
dstant| oo v | Osic wa | eimsmmen | peratnn | 6 eomes |[Torms . spemia. | Bireez |
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Examples of Paper Documentation Forms

Vital Flow Sheet

Date/Time 02-04-99 [02-04-99 [02-05-99 [02-05-99 [02-07-99 [02-07-99 [02-07-99 [02-07-99 [02-07-99 [02-07-99
13:13 13:22 07:00 10:00 07:00 08:00 09:00 10:49 14:00 15:00
Pulse Temp/F/IC
150 104/40.0
140 103/39.4
130 102/38.9
120 101/38.3
110 100/37.8
100 99/37.2
98.6
90 98/36.7
80 97/36.1
70 96/35.6
60 95/35.0
50 94
Temperature 98.6T 100.2T 101.2T 100.2T 99.8T
Pulse 70 68 Rt 94 100 80 90
Rad Rad Dop Si Rad Rad Rad Rad
Respiration 20S Si 26S 24S 26S 22S 24S
Pulse Ox. 94 96
L/Min
%
Method
Blood Pressure 160/92 150/84
Weight (Ib) 184A
(kg) 83.64
Body Mass Index 25
Height (in) 72A
(cm)
C/G (in)
(cm)
CVP (cm H20) 10.2
(mm Hg) 7.5
Intake (24hr)(cc)
Output (24hr)(cc)
Pain 99 10 3 0 5 4

T: Temperature P:Pulse C/G: circumference/Girth *-abnormal val

PAIN: 99 - Unable to response 0- No pain 10 - Worst imaginable pain

TEMP - T:Tympanic

-A: Actual

SKYWAIKER, LUKE 555-11-2222
MAY 20, 1966 (32) MALE

Unit: MICU

Division: SUPPORT ISC
FEB 4,1999 - FEB 11, 1999011:15
Room: MICU-2 Page |

MEDICAL RECORD
VITAL FLOW SHBET
VAF 10.7987 VICE SF 511

ue **-Anormal value o

f of graph

PULSE - Dop:Doppler Rad: Radial Rt: Right ST: Sitting RESP - S: Spontaneous Si: Sitting HT - A:Aautal WT
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Example of Paper Documentation - Vital Flow Sheet

MONTH-YR DAY
19 HOUR AM
PM
TEMPC TEMPF * % * % * * * * * * * * * * * % * % * % * % * %
400 1040 * * * * * * * * * * * * * * * * * * * * * * * *
* * * * * * * * * * * * * * * * * * * * * * * *
394 103.0 * * * * * * * * * * * * be % * * * * * * * * *
* % * * * % * * * % * * * * * * * % * % * % * *
* * * * * * * * * * * * * * * * * * * * * * * *
38.3 1020 | ** * % * * * * * * * % * % * * * * * * * * * *
* % * * * % * * * % * * * * * * * % * * * % * *
* * * * * * * * * * * * * * * * * * * * * * * *
* * * % * * * % * * * % * % * * * * * * * *
37.8 101.0 * * * * * * * * * * * x * * * x * *
* * * * *
* * * * * * * * * * * * * * * * * * * * * * * *
37.0 100.0 | *=* * * * % * * * % * % * % * * * * * * * * * *
* * * * * * * * * * * * * * * * * *
* * * * *
* % * * * % * % * %k * * * * * * * % * * * % * *
370 ggo * * * * * * * * * * * * * * *
98.6 * * * * * * * * * * * * * * *
* * * * * * * * * * * % * % * % * %
* % * * * % * % * %k * * * * * * * % * % * % * *
* * *
* * * * *
* * * * * * * * * * * % * % * * * * * * * * * *
* * * % * % * % * * * * * * * % * % * % * % * %
* * *
* * * *
* * * * * % * * * % * % * % * * * * * * * * * *
Pulse
Respiration
(hour)
Blood Pressure
(hour)
PAIN SATISFACTION
INTENSITY WITH RELIEF
0-10
NO PAIN - Y=Yes N=No
WORST
PAIN
FLUIDS WEIGHT
INTAKE L.V.
INTAKE Oral
OUTPUT Urine
BATH/SHOWER
URINE SUGAR | ACE | sucarR | Ace | sucar | AcE | sucar | ACE | sucar | Aace SUGAR | ACE
TONE TONE TONE TONE TONE TONE
7 AM
11AM
4 PM
9 PM
STOOL
OCCULT BLOOD
HEIGHT WARD NO
MEDICAL RECORD
VITAL FLOW SHEET
VA Form
APR 1995 10-7987
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Examples of Local Facility Pain Assessment Tools and Templates
Source: VA Medical Center, New York, NY - Pain Management Team

Pain Assessment Flow Sheet

PAIN INTENSITY SCALE
0 1 2 3 4 5 6 7 8 9 10

No Pain Worst Pain
P.I.R. P.I.R. % OF RESP.
(Pain RELIEF RATE
Intensity | INTERVENTIONS OBTAINED *EVEL OF PLAN AND
DATE | TIME | Raing) | (Medication, physical (0-100%) | (#/MIN) | SEDATION | SIGNATURE
Before or psychosocial) After
Patient's stated level of acceptable pain intensity (0-10 scale)
Acceptable pain intensity DATE Acceptable pain intensity DATE
Acceptable pain intensity DATE Acceptable pain intensity DATE
*LEVEL OF SEDATION
S = SLEEP, EASY TO AROUSE PATIENT
1 = ALERT, EASY TO AROUSE
2 = OCCASIONALLY DROWSY, EASY TO AROUSE SSN WARD:

3 = FREQUENTLY DROWSY, DIFFICULT TO AROUSE
4 = SOMNOLENT, DIFFICULT TO AROUSE
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Pain Assessment Questionnaire

Source: VA Medical Center, Providence, RI

How would you rate the intensity of your pain?

0 1 2 3 4 5 6 7 8 9 10
No Pain Mild Pain Moderate Pain Severe Pain

Where is your pain located?

What is the nature of your pain? Constant ( ) Onand off ( )

Does the pain travel to another part of your body? Where?

Are there any particular times of the day when it is worse?

Can you describe your pain's quality? Aching ( ) burning ( ) shooting ( ) stabbing ( ), other

Does your pain interfere with your daily activities? Check all that are applicable:
sleep () appetite ( ) work () relationships ( )
What makes your pain worse? What relieves your pain?

List all the medicines are you currently taking for your pain.

Does your medicine(s) diminish pain intensity? Yes ( ) No ( )

Rate the pain before taking your medicine:

0 1 2 3 4 5 6 7 8 9 10
No Pain Mild Pain Moderate Pain Severe Pain

Rate pain after taking medicine:

0 1 2 3 4 5 6 7 8 9 10
No Pain Mild Pain Moderate Pain Severe Pain

Are you having any side effects from these medicines? If so what are they?
Constipation () Dizziness ( ) Other ( )

What medicine(s) have you used in the past for your pain and why did you stop taking them?

What level of pain can you accept?

0 1 2 3 4 5 6 7 8 9 10
No Pain Mild Pain Moderate Pain Severe Pain
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Pain Assessment Resources

Professional Organizations

American Pain Society, 4700 West Lake Ave., Glenview, IL 60025-1485, 847-375-4715.

International Association for the Study of Pain, 909 NE 43" St., Suite 306, Seattle, WA 98105,
206-547-64009.

American Society of Pain Management Nurses, 2755 Bristol &., Suite 201, CostaMesa, CA
92628, 714-545-1305.

American Academy of Pain Management, 13947 Mono Way #1, Sonora, CA 95370, 209-533-
9750.

American Academy of Pain Medicine, 4700 West Lake Ave,, Glenview, IL 60025-1485.
American Association for the Study of Headache, 19 Mantua Road, Mt. Royal, NJ 08061.

American Society of Anesthesiologists, 520 N. Northwest Hwy, Park Ridge, IL 60068-2753,
847-825-5586.

American Society of Regional Anesthesia, P.O. Box 11086, Richmond, VA 23230-1086, 804-
282-0010

Educational Materials

Videotapes

Williams & Wilkins complete video library of pain. Twelve videotapes with resource manuals.
For afree preview, cdl 800-527-5597. Williams & Wilkins Electronic Media Divison, 428 E.
Preston &, Bdtimore, MD 21202, 800-527-5597, fax: 410-528-4422.

McCaffery on pain: Nursing assessment & management, 1991. Four videotapes, 30 min. each.
All four for $595. For afree preview, call 800-527-5597. Williams & Wilkins Electronic Media
Division, 428 E. Preston S, Baltimore, MD 21202, 800-527-5597, fax: 410-528-4422.

McCaffery: Contemporary issues on pain management, 1994. Four videotapes, 30 min. each.
All four for $595. For afree preview, call 800-527-5597. Williams & Wilkins Electronic Media
Division, 428 E. Preston ., Batimore, MD 21202, 800-527-5597, fax: 410-528-4422.

Hospice medicine: Pain and symptom management, Veterans Hedth Adminigtration, Geriatrics
and Extended Care, Washington, DC. Produced by National Media Development Center, Office
of Academic Affairs, November, 1994.

My word against theirs (cancer pain). For free showing of the following videotapes, contact the
locad company representative; write to Purdue Frederick Co., 100 Connecticut Ave., Norwalk,
CT 06856; or call 203-853-0123.
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Assessing compliance with the new pain management standard (complex organizations.) Joint
Commission on Accreditation of Hedthcare Organizations (JCAHO). (1999) One Renaissance
Blvd., Oakbrook Terrace, IL 60181. For information on other Pain Management videotapes
contact Customer Service center at 630-792-5000. Available in each VA library

Free educational materials for patients and families

Oral morphine: Information for patients, families & friends. Drs. Robert Twycross & Sylvia
Lack, Roxane Laboratories, Inc., P.O. Box 16532, Columbus, OH 43216.

Home care of the hospice patient (for family caregivers). Purdue Frederick Co., 100 Connecticut
Ave., Norwak, CT 06856, 800-877-0123.

A bill of rights for people with cancer pain. Cancer Care, Inc., 1180 Avenue of the Americas,
New York, NY 10036.

No more pain. (1991). For complimentary copy and information on bulk sales, contact Pain
Management Center, Fox Chase Cancer Center ,7701 Burholme Ave., Philadelphia, PA 19111.

Questions and answer's about pain control: A guide for people with cancer and their families.
Contact Cancer Information Service, 800-4-CANCER (free) or American Cancer Society, 800-
227-2345.

Agency for Health Care Policy and Research (AHCPR) guidelines

To order any of the free publications listed below, contact the AHCPR Clearinghouse, P.O. Box
8547, Silver Spring, MD 20907, 800-358-9295 or 301-495-453.

Acute pain management in adults: Operative procedures.
Quick Reference Guide for Clinicians No. 1a
AHCPR Publication No. 92-0019: February 1993

Pain control after surgery, A patient’s guide.
Consumer Guiddine Number 1
AHCPR Publication No. 92-0021: February 1993

Acute pain management: Operative or medical procedures and trauma.
Clinicd Practice Guiddine No. 1.
AHCPR Publication No. 92-0032: February 1992

Management of cancer pain: Adults.
Quick Reference Guide Number 9
AHCPR Publication No. 94-0593: March 1994

Managing cancer pain.
Consumer Guide Number 9
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AHCPR Publication No. 94-0595: March 1994

Management of cancer pain.
Clinicd Guiddine Number 9
AHCPR publication No. 94-0592: March 1994

Books

Block, A.R., Kremer, E.F., & Fernandez, E. (Eds.). (1998). Handbook of pain syndromes: A
biopsychosocial perspective. Mahwah, N.J.: Lawrence Erlbaum.

Borsook, D., LeBd, A.A., & Peek, B. (Eds.). (1996). The Massachusetts General Hospital
handbook of pain management. Boston: Little, Brown.

Cohen, M.JM., & Campbell, JN. (Eds.). (1996). Pain treatment centers at a crossroads. A
practical conceptual reappraisal. Sesttle: IASP Press.

Ferrell, B.R., & Ferrel, B.A. (1996). Pain and the elderly. Sesttle: IASP Press.
McCaffery, M., & Pasero, C. (1999). Pain: Clinical manual. (2" ed.) New York: Moshy.

Gatchdl, R.J., & Turk, D.C. (Eds.) (1998). Psychosocial factorsin chronic pain: Critical
perspectives. New York: Guilford.

Platt, FW., & Gordon, G. (1999) Field Guide to the Difficult Patient Interview. Batimore.
Lippincott Williams & Wilkins

Ramamurthy, S., & Rogers, JN.(Eds.).(1993). Decision making in pain management. St Louis,
MO B.C. Decker.

Syrjaa, K.L. (1987). The measurement of pain: Cancer pain management. Orlando, FL: Grune
& Stratton.

Turk, D.C.,& Méezack, R. (Eds.).(1992). Handbook of pain assessment. New Y ork: Guilford
Press.

Journal articles

American Geriatrics Society (1998). The management of chronic painin older persons: AGS
panel on chronic pain in older persons. Journal of the American Geriatric Society, 46, 635-651.

American Pain Society (1995). Quality improvement guiddines for the treetment of acute pain
and cancer pain. The Journal of the American Medical Association, 274, 1874-1880.

Anderson, K.C., Mendoza, T.R., Vdero, V., Richman, SP., Russl, C., Hurley, J., Del_eon, G.,
Washington, P., Pdlos, G., Payne, R., & Cledand, C.S. (2000). Minority cancer patients and
thelr providers. Pain management attitudes and practice. Cancer, 88(8), 1929-1938.
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Bernabel, R., Gambass, G., Lapene, K., et d. (1998). Management of pain in elderly patients
with cancer. The Journal of the American Medical Association, 279(23), 1877-1882.

Breivik, EK., & Bjornsson, G.A. (2000). A comparison of pain rating scales by sampling from
clinicd trid data. Clinical Journal of Pain, 16, 22-28.

Camp-Sorrdl, D., & OSullivan P. (1991). Effects of continuing education. Pain assessment and
documentation. Cancer Nursing, 14 (1), 49-54.

Christoph, S.B. (1991) Pain assessment: The problem of pain in the criticaly ill patient. Critical
Care Nursing Clinics of North America, 3 (1), 11-6.

Cledand, C.S,, Gonin, R., Baez, L., Loehrer, P., & Pandya, K.J. (1997). Pain and treatment of
pain in minority outpatients with cancer: The Eastern Cooperative Oncology Group minority
outpatient pain sudy. Annals of Internal Medicine, 127, 813-816.

Doverty, N. (1994). Make pain assessment your priority: Practitioner-led management of pain
intraumainjuries. Professional Nurse, 9(4), 230-237.

Ferraz, M.B., Quaresma, M.R., Aquino, L.R., Atra, E., Tugwdll, P., & Goldsmith, C.H. (1990).
Rdiahility of pain scaesin the assessment of literate and illiterate patients with rheumatoid
arthritis. Journal of Rheumatology, 17, 1022-1024.

Ferdl, B.A., Fardl, B.R,, & Rivera, L. (1995). Painin cognitively impaired nursng home
patients. Journal of Pain and Symptom Management, 10, 591-598.

Feardl, B.A. (1995). Pain evauation and management in the nurang home. Annals of Internal
Medicine, 123(9), 1-687.

Ferrdl, B.A. (1991). Pain management in ederly people. The Journal of the American
Geriatrics Society, 39, 64-73.

Gonzaes, G.R,, Elliott, K.J., Portenoy, R.K., & Foley, K.M. (1991). Theimpact of a
comprehensive evauation in the management of cancer pain. Pain, 47, 141-144.

Grond, S, Radbruch, L., Meuser, T., Sabatowski, R., Loick, G., & Lehmann, K.A. (1999).
Assessment and trestment of neuropathic cancer pain following WHO guiddines. Pain, 79, 15-
20.

Grossman, SAA., Benedetti, C., Payne, R., & Syrjada, K. L. (1999). NCCN Practice Guidelines
for cancer pain. Oncology, 13 (11A), 33-44.

Haythornthwaite, JA., Hegd, M.T. & Kerns, R.D. (1991). Development of adeep diary for
chronic pain patients. Journal of Pain and Symptom Management, 6, 65-72.

Her, KA., & Mobily, P.R. (1991). Pain assessment in the elderly: Clinica consderations.
Journal of Gerontology Nursing, 17, 12-19.
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Herr, K.A., Mobily, P.R., Kohout, F.J., & Wagenaar, D. (1998). Evduation of the Faces Pain
Scdefor use with the dderly. Clinical Journal of Pain, 14, 29-38.

Her, K.A., & Mohily, P.R. (1991). Complexities of pain assessment in the ederly: Clinica
considerations. Journal of Gerontological Nursing. 17(4), 12-19.

Heye, M.L. (1997). Pain assessment in elders: Practicd tips. Nurse Practitioner Forum, 8(4),
133-139.

Howel, D., Buitler, L., Vincent, L., Watt-Watson, J., & Stearns, N. (2000). Influencing nurses
knowledge, attitudes, and practice in cancer pain management. Cancer Nursing, 23(1), 55-63.

Hurley, A.C., Valicer, B.J.,, Hanrahan, P.A., et d. (1992). Assessment of discomfort in advanced
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City of Hope MAYDAY Pain Resource Center (MPRC)

Through agrant from the MAYDAY Fund, researchers at the City of Hope National Medica
Center have established the MAYDAY Pain Resource Center (MPRC). The center servesasa
clearinghouse for information on improving the quality of pain management. A current index of
MPRC materid is available on request.

City of Hope National Medicd Center

The MAYDAY Pan Resource Center

1500 East Durate Road

Durate, CA 91010

phone: 818-359-8111 x 3829

fax: 818-301-8941

Web site: http://mayday.coh.org/ private/homehtm

Web site resources for pain management

Agency for Hedthcare Research and Qudity (formerly cdled the Agency for Hedth Care Policy
and Research): http://www.ahrg.gov

American Academy of Pain Medicine: http://www.painmed.org

American Pain Society: http://www.ampainsoc.org

American Council on Heedache Education: http://www.achenet.org

American Association for the Study of Headache: http://www.aash.org

American Headache Society: http://ahsnet.org/

American Geriatrics Society: http://www.americangeriatrics.org

American Alliance of Cancer Pan Initiatives: http://www.fhcre.org/cipr/aacpi
American Pain Foundation: http:/Awww.pai nfoundation.org

American Society for the Advancement of Pdliaive Care: http://www.asap-care.com

American Society of Pain Management Nurses:
http:/AMwww.nursingcenter.com/resources/org info.cfm?Ad=47E9D2ES-1A98-11D3-8EBO-
0090276F330E

Growth House, Inc. forum on pain management: http://growthhouse.net/~growthhouse
Internationa Association for the Study of Pain: http:/Awww.halcyon.com/iasp

Joint Commission on Accreditation of Hedlthcare Organizations: http://www.jcaho.org/
Pain, Pdliative and Support care: http://Aww.jr2.0x.ac.uk/cochrane/

Roxane Pain Indtitute: http://www.roxane.com

Tdaria Cancer Pain Management: http://www.talaria.org/

University of Texas, MD Anderson Cancer Center: http://www.mdanderson.org/
Univerdty of Wisconsin Pain and Policy Studies Group: http://Awww.medsch.wisc.edu/painpolicy
VA Nationa Formulary Policy: http://vaww.va.gov/publ/direc/hedth/direct/197047.doc
Wisconsin Cancer Pain Initiative: http:/Avww.wisc.edu/wcpi/

Worldwide Congress on Pain: http://www.pain.com
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Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) Standards Related to the Assessment and Treatment of Pain

Background

Current Joint Commission standards address pain management only as this appliesto care of the
dying patient. The following proposed standards have been developed for severd chapters of the
Accreditation Manual to expand the patient's right to adequate pain assessment and treatment
across the continuum of care. These standards and intent statements would require organizations
not only to recognize each patient's right to assessment and treatment of pain, but to monitor and
manage the pain and to educate staff and patients regarding the importance of effective pain
management.

Rights and Ethics Chapter (RI) - Intent for Standard RI.1.2
RI.1.2 Patients are involved in dl aspects of their care.

Intent of RI.1.2
Hospitals promote patient and family involvement in al aspects of their care through
implementation of policies and procedures that are compatible with the hospitd's misson and
resources, have diverse input, and guarantee communication across the organization. Patients
areinvolved in a least the following aspects of their care:

?? Giving informed consent;

?? Making care decisons,

?? Resolving dilemmas about care decisions,

?? Formulating advance directives,

?? Withholding resuscitative services,

?? Forgoing or withdrawing life-sugtaining trestment:

?? Caea theend of life; and

?? Effective pan management.
To thisend, Structures are devel oped, approved, and maintained through collaboration among the
hospita's leaders and others.

Rights and Ethics Chapter (RI) - Standard RI.1.2.8 and I ntent
RI.1.2.8 Patients have the right to adequate assessment and trestment of pain.

Intent of RI.1.2.8

Pain isacommon part of the patient experience; unrdieved pain has adverse physicd and
psychologicd effects. The patient's right to pain management is respected and supported. The
organization plans, supports, and coordinates activities and resources to assure the pain of al
individuas s recognized and addressed appropriately. Thisincludes:
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?? Initid assessment and regular re-assessment of pain;
?? Education of rlevant providersin pain assessment and management;

?? Education of patients and families when gppropriate, regarding their roles in managing
pain aswell asthe potentid limitations and Sde effects of pain trestments,

?? After consdering persond, culturd, and/or ethnic beliefs, communicating to patients and
families tha pain management is an important part of care.

Assessment of Patients Chapter (PE) -- Standard PE.1.4 and I ntent
PE.1.4 Painisassessed in dl patients.

Intent of PE.1.4

Intheinitid assessment, the organization identifies patients with pain. When pain isidentified,

the patient can be treated within the organization or referred for trestment. The scope of
treatment is based on the care setting and services provided. A more comprehens ve assessment
is performed when warranted by the patient's condition. This assessment and a measure of pain
intengity and quality (for example, pain character, frequency, location, duration), appropriate to
the patient's age, are recorded in away that facilitates regular reassessment and follow up
according to criteria developed by the organization.

Care of Patients Chapter (TX) - Chapter Overview
The god of the care of patients function isto provide individudized care in settings responsive
to specific patient needs.

Patients deserve care that respects their choices, supportstheir participation in the care provided,
and recognizes their right to experience achievement of their persona hedlth goas. The god's of
patient care are met when the following processes are performed well:

?? Providing supportive care;
?? Tredting a disease or condition;

?? Treating symptoms that might be associated with a disease, condition, or treatment (e.g.,
pain, nausea or dyspnea);

?? Rehabilitating physcal or psychologica imparment; and
?? Promoting hedth.

The standards in this chapter address activitiesinvolved in these processes, including:

?? Planning care;
?? Providing care;

?? Monitoring and determining outcomes of care;
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Modifying care; and
Coordinating follow-up.

These activities may be carried out by medica, nursing, pharmacy, dietetic, rehabilitation, and
other types of providers. Each provider's role and responsibility are determined by their
professond skills, competence, and credentids; the care or rehabilitation being provided;
hospitd palicies, and rdevant licensure, certification, regulation, privileges, scope of practice, or
job description.

Care of Patients Chapter (TX) -- Intentsfor Standard TX.3.3
TX.3.3 Policies and Procedures support safe medication prescription and ordering.

Intent of TX.3.3
Procedures supporting safe medication prescription or ordering address

7

7?

Didribution and adminigration of controlled medications, including adequate
documentation and record keeping required by law.

Proper storage, ditribution, and control of investigationa medications and thosein
dinicd trid;

Stuationsin which al or some of a patient's medication orders must be permanently or
temporarily cancded, and mechaniams for reingating them,;

“asneeded” (PRN) and scheduled prescriptions or orders and times of dose
adminigration;

appropriate use of patient-controlled andgesia (PCA), spind/epidurd, or intravenous
adminigration of medications and other pain management techniques in the care of
petients with pain;

control of sample drugs,
distribution of medications to patients at discharge;

procurement, storage, control, and distribution of prepackaged medications obtained from
outsde sources,

procurement, storage, control, distribution and adminigiration of radioactive medications;

procurement, storage, control distribution, administration, and monitoring of al blood
derivatives and radiographic contrast media

Care of Patients Chapter (TX) - Intent for Standard TX.5.4
TX.5.4 The patient is monitored during the post procedure period.
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Intent of TX.5.4
The patient is monitored continuoudy during the post-procedure period. The following items are
monitored:

?? Physologicd and mentd status;

?? Statusof or findings related to pathologica conditions, such as drainage from incisons;

?? Intravenous fluids and drugs administered, including blood and blood components;

?? Imparments and functiond satus;

?? Pan intendty and qudity (for example, pain character, frequency, location, duration) and
responses to treatments; and

?? Unusua events or postoperative complications and their management.
Results of monitoring trigger key decisons, such astransfer to an dternative level of care dueto
a precipitous change in vitd signs, or discharge.

Care of Patients Chapter (TX) - Introduction to Rehabilitation Care and Services
Standards, Intents, and Examples for Rehabilitation Care and Services
(Introduction to standards TX.6 thru TX.6.4):

Rehabilitationis designed to achieve an optimd leve of functioning, sdlf-care, sdlf-
respongbility, independence, and qudity of life. Achieving the patient's optimd leve of
functioning means restoring, improving, or maintaining the patient's assessed level of
functioning. Rehabilitation services am to minimize symptoms, exacerbation of chronic
illnesses, impairments, and disabilities

Qudified professonds provide rehabilitation services cons stent with professona standards of
practice. All interventions encourage the patient to make choices, to sustain a sense of
achievement about treatment progress, and if necessary, to modify participation in the
rehabilitation process.

Assesament identifies the patient's physica, cognitive, behaviord, communicative, emotiond,
and socid gatus and identifies facilitating factors that may influence attainment of rehabilitation
gods. Problemsmay include
?? substance use disorders,
?? emotiond, behaviord, and menta disorders;
?? cognitive disorders;
?? devdopmentd disabilities,
?? vison and hearing imparments and disabilities;
?? physicd imparments and disahilities; and
?? pan interfering with optima leve of function or participation in rehabilitation.
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Education Chapter (PF) - Sandard PF.1.7 and I ntent
PF.1 The patient's learning needs, abilities, preferences, and readiness to learn are assessed.

PF.1.7 Patients are taught that pain management is an essentia part of treatment.

Intent of PF.1 Through PF.1.9

Hospitals offer education to patients and families to give them the specific knowledge and kills
they need to meet the patient's ongoing hedlth needs. Clearly, such ingtruction needsto be
presented in ways that are understandable to those receiving them.

Openness and flexibility are important eements in patient education, and can make a critica
difference in whether the patient follows the ingructions. In ng a patient's needs, abilities,
and readiness for education, staff members take into account such variables as.

?? The patient's and family's beliefs and vaues;
Their literacy, education level, and language;
Emotiond barriers and motivations,

Physicd and cognitive limitations

NN I N

Thefinancid implications of care choices ... In addition, the hospita uses guiddinesin
educating patients on the following topics:

Safe and effective use of medications,

Safe and effective use of medical equipment;

Diet and nutrition;

Underganding pain and the importance of effective pain managemernt;
Rehabilitation;

Educationd resourcesin the community; and

N TN, J S, TR S, SR

Follow-up care.

The appropriate disciplines are involved in developing these guiddines.

Continuum of Care and Services Chapter (CC) - Intent for Standard CC.6.1
CC.6.1. Thedischarge process for continuing care based upon the patient's assessed needs at the
time of discharge.

Intent of CC.6.1
Discharge planning focuses on meeting the patient's health care needs after discharge. Discharge
planning identifies patients continuing physica, emotiond, symptom management (eg. pain,
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nausea, or dyspnea), housekeeping, trangportation, socia, and other needs, and arranges for
services to mest them.

I mproving Organization Performance Chapter (PI) - Intent for Standards PI.3.1
P1.3.1 The organization collects data to monitor its performance.

Intent of M1.3.1

Performance monitoring and improvement are data driven. The stability of important processes
can provide the organization with information about its performance. Every organization must
choose which processes and outcomes (and thus types of data) are important to monitor based on
itsmission and the scope of care and services provided. The leaders prioritize data collection
based on the organizations mission, car and services provided, and populations served (refer to
LD.0.00 for priority setting). Datawhich the organization considers for collection to monitor
performance include:

3

Performance measures related to accreditation and other requirements,
Risk managemen;

Utilization managemen;

Qudlity contral;

Staff opinions and needs;

If used, behavior management procedures,

Outcomes of processes or services,

Autopsy results, when performed;

Performance measures from acceptable databases;

Customer demographics and diagnoses;

Financid data;

Infection control surveillance and reporting;

Research data;

Performance data identified in various chapters in this Manud; and

NN Y33 NYINY N NN SN

The appropriateness and effectiveness of pain management.
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